ISTANBUL BEYOGLU PUBLIC HOSPITALS UNION
Through its Healthcare Transformation Program, Turkey has successfully introduced health system changes to provide its citizens with the right to health. One of the most important changes that was brought about by the Program was the rearrangement of the organizational structure of the Ministry of Health. Within this framework, The Turkish Public Hospitals Union was founded and commissioned to carry out the operations of secondary and tertiary level healthcare facilities.
The establishment of the Union has aimed to provide savings, increase productivity, distributes human resources equally and provide cooperation between partners to carry out equal, high quality and efficient care delivery.
As a result, 89 hospital unions were launched countrywide. Secondary and tertiary level public healthcare facilities within the same province have been unified under the management of a Public Hospitals Union. More than one Union has been established in the same province if the size of the service provided was appropriate. There are 6 such Unions serving in the city of Istanbul and Beyoglu Public Hospitals Union (BKHB) is one of them. It was established in November 2012 and encompasses 11 hospitals. The union mainly serves a population of 2.3 Million in the Beyoglu, Şişli, Beşiktaş and Sarıyer local municipalities; although patients from other districts are free to apply. 63% of the people residing in this region have at least once visited our hospitals. Approximately 25% of patients come from other districts.
There are 5 Teaching Hospitals (TH), 5 secondary level Public Hospitals (PH) and 1 Oral and Dental Health Hospital within our union and the union is responsible for providing health services to the citizens efficiently. Our union is also positioned as the Coordinating Union for Istanbul and manages Human Resource and Medical Services planning for the whole city.
OUR HOSPITALS Okmeydanı Teaching Hospital
Okmeydanı Teaching Hospital started serving the city as Beyoglu Hospital with 1000 registered beds and got authorized for residency training in all its clinics in 1979. In 1983, it was registered as SSK Okmeydanı Teaching Hospital and in 2005 its control was transferred to the Ministry of Health. It has a special pediatric emergency department, serving only for patients under the age of 15. It has an enclosed area of 60.370 m 2 , 753 registered beds and 2640 employees.
Şişli Hamidiye Etfal Teaching Hospital
The hospital was established in June 1899 as Hamidiye Etfal Hospital after the death of Sultan II. Abdulhamid`s eight month old daughter, Sultan Hatice. It is the first public hospital that started medical residency training. Medical specialty training that had started with 5 physicians in 1904 has expanded in different fields. Nurses, assistant nurses, midwives, laboratory worker and different technicians in various specialties were trained in the hospital since 1930.
The orthopedics and pediatrics clinics of Istanbul Medical School were located here, between 1933 and 1949. The hospital, being one of the outstanding teaching hospitals in Turkey, still provides training in 21 medical specialties. There are 3 separate emergency departments for adults, children, and gynecology and obstetrics patients. It has an enclosed area of 83704 m 2 , 677 registered beds and 2.498 employees.
Gaziosmanpaşa Taksim Teaching Hospital
The hospital started serving under the name of Taksim Hospital in 1969 but its history dates back to 1910's, when it served as a nursing home. The hospital has moved to its new building in Gaziosmanpaşa, at the end of 2012. It has an enclosed area of 61193 m 2 , 300 registered beds and 1.384 employees.
Metin Sabancı Baltalimanı Orthopedic Teaching Hospital
The hospital was opened to service by the Ministry of Health in 1944 under the name of Bone and Joint Tuberculosis Hospital. Its name was changed as Baltalimanı Orthopedic Hospital in 1960. It was transformed into specialty teaching hospital by the Ministry of Health in December 3, 2001 and it is the first specialty Teaching Hospital in orthopedics and traumatology. It has an enclosed area of 15236 m 2 , 136 registered beds and 537 employees. It has an emergency department, however is not included in our report because it is a specialty hospital. 100 registered beds and 389 employees. It has an emergency department, however is not included in our report because it is a specialty hospital.
Eyüp Public Hospital
The hospital was founded as Eyüp SSK Hospital in 1952 and its name was changed as Eyüp Public Hospital in 2005. It serves as a secondary level public hospital with its buildings and its district outpatient clinics. It has an enclosed area of 19155 m 2 , 140 registered beds and 576 employees.
Sarıyer İstinye Public Hospital
The hospital was founded in 1948, as a two-floor building, with its first floor being Tuberculosis Control Dispensary and the second floor being a health center with 10 beds. It moved to its current building in 1998 and it serves as a secondary level public hospital. It has an enclosed area of 8935 m 2 , 128 registered beds and 442 employees.
Kâğıthane Public Hospital
The hospital was founded as an ambulatory care clinic in 2005 and started providing inpatient care since 2007. It serves as a secondary level public hospital. It has an enclosed area of 11073 m 2 , 51 registered beds and 361 employees.
Sarıyer İsmail Akgün Public Hospital
The hospital was built by a philanthropist named İsmail Akgün and started serving as a dispensary in 1948. Its management was transferred to the Ministry of Health in 1985 and continued serving as a secondary level public hospital in Sarıyer district. It has an enclosed area of 3344 m 2 , 40 registered beds and 223 employees.
Beşiktaş Sait Çiftçi Public Hospital
The hospital was built by a philanthropist named Sait Çiftçi in 1972 and its ownership was transferred to municipal authority as a dispensary. Its control was transferred to the Ministry of Health in 1982. It has been serving under the name of Beşiktaş Sait Çiftçi Public Hospital since 2010. The hospital doesn't have inpatient clinics and is not included in our report because it doesn't have 24 hour serving emergency department. It has an enclosed area of 4180 m 2 and 163 employees.
Okmeydanı Oral and Dental Health Hospital
The hospital was founded as Şişli Etfal Teaching Hospital Dental Clinic and became a separate institution as Şişli Oral and Dental Health Center in April 27, 1999. It moved to its separate and current building in 2003. It is one of the biggest hospitals serving as an oral and dental health hospital in Turkey. It has an enclosed area of 12.100 m 2 , 12 registered beds and 582 employees. It has an emergency department, however is not included in our report because it is a specialty hospital.
MATERIALS AND METHODS
Hospital and Emergency Department visit numbers for Turkey and Istanbul are obtained from Directorate General of Health Services Statistics, Analysis and information Systems via official correspondence.
We conducted our detailed Emergency Department analysis based on the data obtained from the hospitals managed by Beyoglu Public Hospitals Union. All data are obtained from Beyoglu Decision Support System (DSS) which retracts data from 11 different Hospital Management and Information System (HMIS).We used the electronic records of 4 secondary level and 3 tertiary level public hospitals for year 2014. 3 of the specialty hospitals and one secondary level acute care hospital were excluded because their emergency department did not provide full range of conventional emergency care. We analyzed variables including but not limited to number of visits, age, sex, triage category, arrival time and day, admission rate and diagnosis according to ICD 10 code.
While analyzing the data, we calculated descriptive statistics such as mean (M), standard deviation, maximum value (Max), minimum value (Min). Then data was controlled to check whether it was suitable for "Normal Distribution". Then we decided whether or not to apply parametric or nonparametric test.
The significance level (p) is taken as % 5 (0.05) and two tests are applied; "independent samples t test" (parametric test) and "Mann Whithey'u test". ANOVA test is applied when the data include more than two groups. "Coefficient of correlation" is used to measure the relationship between the variables. We performed statistical analysis using "IBM SPSS Statistic Version 22". (Table 1) .
EMERGENCY CARE IN TURKEY
When we look at Table 1 , we see that the number of visits tend to increase continuously between 2002 and 2013. Although the number of primary care visits decreased in 2010, 2011 and 2013, secondary and tertiary care visits per patient tended to continue climbing. There isn't any significant difference in the distribution of visits per patient between 2002 and 2013; the average is 36.9% for primary care and 63.1% for secondary and tertiary care.
The rate of increase in primary care visits per patient between 2002 and 2013 is 164% and 165% for secondary and tertiary care. The most dramatic increase in doctor visits is in Emergency Departments (ED). Per capita Emergency Department visits (EDV) was 0.29 in 2002; however it reached to 1.31 with an increase of 352% in 2013 (Table 2, 3) . When we compare this with the international data we see that the EDV per patient is 0.4 in the US and Britain in 2013, and EDV is quite high in our country (1).
When we analyze hospital visits for the whole country, we see that the growth rate of visits to ED shows a faster increase than the others (Figure 1 , Table 4 ). The highest increase was at the time when Social Insurance Institution Hospitals and Public Hospitals merged and the hospitals of the Ministry of Health started providing service to the blue-collar workers and their families. As a result of this upsurge, the number of visits to ED throughout Turkey surpassed the population and reached to over 100 million (Table 5) . We think the reason for this increase was because patients were able to use the ED of all the hospitals of if they needed immediate attention without any need for referral including private hospitals with and without Social Security Institution contracts for free. Based on the numbers retrieved from the DSS, the hospitals appertained to our union provided ambulatory care to 5,678,753 patients and emergency healthcare to 2,081,138 patients in 2013. Thus, the rate of EDV went in line with the average of Istanbul which is 27%. About 16% of the EDV in Istanbul and 19% of EDV to the hospitals of the Ministry of Health were made to the hospitals of our Union. 82% of the patients visiting to Emergency Department are the ones residing within our region.
When we look at the visits to the hospitals in general, approximately 74% of the patients in Turkey are cared by the hospitals of the Ministry of Health and this ratio is 66% in Istanbul (Table 10 ). In contrast, 85% of all emergency care throughout Turkey and Istanbul are provided by the hospitals of the Ministry of Health (Table 11 , 12, 13, Figure 3 ). This shows that Turkish people prefer emergency healthcare in the hospitals of the Ministry of Health. We believe this is because people think they would have to make payment in private hospitals even though hospitals are not allowed to charge payment in ED and the illegal practices might be an issue.
As suggested in the statement published in 2009 by the Ministry of Health, a 3-level triage system has been commonly used in Turkey. In 3-level triage system, patients are categorized as emergent (red), urgent (yellow) and non-urgent (green). Emergency care was totally free until 2012 for all patients. Currently the care is free for patients triaged as yellow or red including those without health insurance. A small copayment is charged for green category patients.
In Turkey, Emergency Medicine was first accepted as an area of specialization in 1993. It is stated in the Public Hospitals Almanac that 1124 Emergency Medicine Specialists has served countrywide as of 2014. Because the number of specialists in emergency medicine is not adequate, emergency care is usually provided by the general practitioners in secondary level PH.
CHARACTERISTICS OF EMERGENCY DEPARTMENT VISITS

Number of Emergency Department Visits
In Table 14 All Hospitals 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 All Hospitals 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 All Hospitals 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 All Hospitals 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 According to the data obtained from the DSS, triage rates between our hospitals vary considerably (Table 16 ). Although there is no requirement to triage in the ED which are registered as first level, triage is performed because of the hospital`s legal obligation to collect copayment from green area patients. Generally, nearly 25% of the patients are served in the green area. There are significant differences in red and yellow areas between the hospitals because triage in ED is a relatively new practice in Turkey and triage training is still an ongoing process. Another reason is erroneous record keeping which is a widespread problem that affects all the medical information entered in HMIS.
Consequently, life-threatening cases which are intervened in the red area might get recorded as yellow. Another reason is especially in secondary care public hospitals, only the patients who are transferred to ED with an ambulance are accepted as red area patients. We see that Okmeydanı TH has a similar practice in its triage recording.
The studies conducted in the US, Australia and Europe shows that patient whose severity is triaged as red is between 10-20% (1-3). In this regard, Şişli Hamidiye Etfal TH and GOP Taksim TH can be shown as good examples both in proper triage practices and accurate record keeping.
Timing of Emergency Department Visits
When the seasonal distribution of EDV is studied, a slight increase during winter months and a slight decrease during summer months are noticed, although there is no significant difference in seasonal distribution (Table 17) . Only in Kağıthane PH a dramatic decrease in EDV during summer months is observed. The same situation applies to the outpatient visits and this is because residents of the region generally spend summer months outside of Istanbul. On a monthly basis, the highest EDV volume is in January nearly in all hospitals (Table 18 ). February and July are noted as the months with the lowest visit rates. (Table 19) . In all hospitals, the visits are the lowest at 5:00 am. The visits are the highest in İstinye PH at 14:00, in Sarıyer PH at 13:00, and in others at 21:00 (Table 20) . We think that insufficient specialist and outpatient clinic numbers in Sarıyer district cause the patients to visit the ED. To meet this demand, the construction of a new hospital building is underway.
When the patient volume between 05:00 am and 21:00 is compared, a significant difference is observed ("Mann-Whitney'u" test: p: 0.003, p<0.05). However, there isn`t any statistically significant difference on the highest and the lowest visit hours between TH and PH (Mann-Whitney'u test for the lowest EDV hour between 05:00 am -06:00 am: p: 0.157, p>0.05. Mann-Whitney U test for the highest EDV hour between 21:00-22:00: p: 0.724, p>0.05). The rapidly decreasing visit numbers after 21:00 start to increase again after 6:00 am. Increase in visits especially between 20:00 and 23:00 suggests that the number of doctors and nurses has to be increased during this time and the concept of flexible working hours is a suitable solution for ED.
EDV hourly distribution shows that the visits during working hours (8:00 am to 17:00 pm) are significantly higher in İstinye and Sarıyer PH. In Kağıthane PH visits outside of working hours are higher (Table 20) . In all of our hospitals the working hour EDV rate is 47,35%; outside of working hours EDV rate is 52,65% on average. This doesn`t have any statistical significance (Mann-Whitney'u test: p: 0.277, p>0.05).
If the triage areas are assessed with their hourly distribution rates, in green area the visits are higher than other areas during working hours and the highest during lunch hours. This shows that the patients who can`t get an appointment turn to ED for their general healthcare needs. In red and yellow areas the highest visit rates are at 21:00 and the lowest are at 05:00 am ( Figure 5 ).
The green area patient rates in Sarıyer and İstinye PH, are higher than all others, and this increases working hour visit numbers. At the same time, Kağıthane PH with the lowest green area visits amongst the PH, receives 60% of its visits outside of working hours.
Emergency Department Visits, Age and Gender
When the age of patients who visit ED and the age of general population are compared ( Figure 6, 7 ) the first thing that comes Eurasian J Emerg Med 2015; 14 (Supplement 1): S1-S38 Emergency Department Care Survey S7 to attention is that the rate of patient within 5-9 and 10-14 years groups are lower than the proportion they represent in the general population. The 0-4 years group has the highest visit (11.39%) and represents 8.1% of the population. Apart from these exceptions age distribution of the patients and the population does not show a big difference.
The patients between the ages of 25 and 44 are the biggest patient group with 34.35% of visits (Table 21 ). If we look at the data from the US or Australia, the 25-44 years group has the highest visit volume as well. Generally in these two countries patient visits under the age of 45 are lower than the BKHB hospitals, especially the 65+ patient visits are significantly higher. This situation might be explained with their population structure. According to the World Bank data the 65+ years group is 14.9% in the US and Australia, while it is 7.69% in Turkey. In summary, age and gender distribution of the patient population who visit ED is in line with the country`s general age and gender distribution with a few exceptions.
If we consider all the patients who visit ED, the distribution between male and female patients is nearly equal. Until the ages of 35 to 39, male patients dominate but in 35+ years, females have a higher visit rate. Especially in under 15 years group male patients have higher visit rates than females; 26.15% of males are under 15 while the same figure is 20.78% for females (Table 22) . The patients who are between the ages of 1 to 14 have the highest rate on red area visits (Table 23 ). In all visits the rate of 1-14 years group is 21.87% but within the red area the rate is 31.21%. Again, the 65+ patient rate is higher than the other age groups in red area. Female patients have a 51.4% red area visit rate. But in red area visits for ages under 15, male patient rate is higher than the females.
In green and yellow areas patients between the ages of 25 and 44 has the highest visit rate regardless of gender. Again, male patients under the age of 15 have a higher rate than the females. Another feature is that the 65+ years patient rate has a lower value in green area than in red and yellow areas.
EMERGENCY DEPARTMENT CAPACITY
The capacity and the quality of our hospital services depend on the adequacy of the equipment and human resources. In an ED; doctor, nurse and bed numbers are the most important resources affecting number of patients that can be properly treated. There isn't any planned appointment in ED therefore no matter how high the patient volume, the care has to be delivered with the available resources. Because of the lack of sufficient number of healthcare staff and equipment, the waiting times might be higher and the record keeping might be compromised. Moreover because of the limited patient time, doctors and nurses might not properly deliver the necessary care. Therefore it is extremely important that there are enough resources to meet the service demand in ED. Table 24 , 25 and 26 show patient volumes per doctor, nurse and bed and the average time allocated to each patient daily in our ED. If we assume maximum of an hour break time within 8 work hours, a doctor can allocate 8 minutes to each patient on average and a nurse can spend 13 minutes on each patient. But in ED, the visit volume is fluctuating dramatically depending on the time of the day and the triage area. The size of workforce also changes depending on the triage area and the time of the day. Therefore it is important to emphasize that the patient time for a doctor or a nurse depends on the ED overcrowding, triage area and the visit time. The numbers in related tables are average values and give a general idea about the time that can be spared for a patient.
There might be shortenings or prolongation in bed turnover time observed in Table26 because of the same reasons. But generally, the total length of stay in emergency depending on the triage area shown in Table 27 and average bed turnover rates shown in Table 26 are coherent. But the vast difference between length of stay in Şişli Hamidiye Etfal TH (red area 91 minutes, yellow area 187 minutes, green area 169 minutes) and bed turnover rate (76 minutes) suggests that the bed capacity has to be increased in this hospital
If we examine the relation between daily EDV numbers and the number of doctors, nurses and beds, the correlation factor (r)`s significance value (p) is 0.000 for the doctors; 0.003 for the nurses and 0.001 for the beds with p<0.05. Therefore the daily EDV numbers and the number of doctors, nurses, and beds are strongly correlated. According to the "Pearson Correlation" r value there is a strong relation of 97.3% between daily EDV and the number of doctors, 92.72% between daily EDV and the number of nurses, 95.3% between daily EDV and number of beds.
QUALITY MEASUREMENT IN EMERGENCY DEPARTMENT
The concept of quality can be summarized as the capacity of the product or service to meet customer expectations but it has different criteria and measurement methods for each sector. Defining and measuring quality of healthcare is quite difficult. You produce service for people who entrust you with their lives and standardization of services aren`t always possible.
Thanks to the Healthcare Transformation Program, reforms regarding quality in healthcare gained momentum for the past 10 years.
Eurasian J Emerg Med 2015; 14 (Supplement 1): S1-S38 Emergency Department Care Survey S9 Currently, the legislation on quality of healthcare which is updated on 06/08/2013 is in force and it regulates principles and procedures of healthcare quality standards based on patient safety, employee safety, patient satisfaction and employee satisfaction and the implementation of these standards. The legislation applies to all public and private healthcare institutions serving in the diagnosis, treatment and rehabilitation and preventive healthcare areas. The current Healthcare Services Quality Standards might be obtained from the website of Department of Quality and Accreditation in Healthcare. Almost all standards are focused on the structural qualification and adequacy of equipment in ED and there are liEurasian J Emerg Med 2015; 14 (Supplement 1): S1-S38 Emergency Department Care Survey S10 mited clinical quality criteria to evaluate results of healthcare delivery methods. Therefore criteria should be developed for the healthcare service providers to evaluate clinical quality without being limited to existing laws and systems should be designed to easily monitor these standards. National Healthcare System (NHS) of UK defines quality in healthcare as "doing the right thing first time, every time". In this aspect quality healthcare services might be evaluated in 6 dimensions:
• Safe: Avoiding interventions which might harm the patient, • Effective: Giving the right services to the right people, avoiding treatments and procedures which won`t benefit the patient, • Patient centered: Giving priority to the needs, preferences and values of the patient,
• Timely: Shortening waiting times for the people who deliver and who receive healthcare,
• Efficient: Reduction of waste, • Equitable: Serve everyone equally. For emergency healthcare, timeliness and effectiveness are the most important components of quality. To measure the timeliness of care delivery, detailed data which follow the patient`s ED journey is needed. In BKHB we continue with the development of detailed monitoring systems in our hospitals and currently we can observe timeliness of healthcare service ability from the patient`s total length of stay.
In our hospitals patient`s average length of stay in ED is between 1 and 1.5 hours, depending on the triage area. Şişli Hamidiye Etfal TH has the longest yellow area waiting time with 3 hours (Table 27) . Average length of stay in the US and Australia is nearly 4 hours (2, 3). One reason that explains the short waiting time in our hospitals might be that the patients choose ED for their simple medical problems. Although our waiting time is short which shows our patients get served on time, we need to question whether we can spend enough time with each patient and make accurate diagnosis and treatment possible within this short time.
Eurasian J Emerg Med 2015; 14 (Supplement 1): S1-S38 Emergency Department Care Survey S11 (Table 27) . Average length of stay in the yellow area is 68 minutes (TH: 109 and PH: 38 minutes). Şişli Hamidiye Etfal has the longest average length of stay in yellow area within the TH with 187 minutes (Table 27 ). The average length of stay in green area is 56 minutes (TH: 96 and PH: 27 minutes). Şişli Hamidiye Etfal has the longest average length of stay among TH in the green area with 169 minutes (Table 27) .
A good way to measure the effectiveness of care in ED is to track readmissions. A rise in the readmission of the same patient with the same complaints shows that you are not delivering the care effectively and your diagnosis and/or treatment is insufficient. We in BKHB follow the readmission rates to measure the ED quality using our DSS. Another parameter that we can measure the effectiveness of ED is the frequent visits. Frequent visits shows not only the service effectiveness but also is an indicator of the service being delivered in the right place or not. So it can be accepted also as an efficiency criterion. Instead of visiting an outpatient clinic or family physician, a patient`s inappropriate and frequent visit to ED is a waste of resources and the patient will not find the proper cure. Frequent visits to the ED which is widely discussed and investigated internationally is measured in BKHB for the first time in Turkey and the results are published in our survey. Analysis is hospital-based and involves 2,212,910 visits of 1,234,228 patients. Data regarding the frequent visits can be seen in Table 28 , 29 and 30.
Although not an internationally accepted standard, 5 or more EDV of the same patient in a year is accepted as a frequent visit. The reasons for frequent ED visits are plenty. Some of the chief reasons are people`s habits of using ED for simple healthcare problems, ED care being free of charge, acute exacerbations of chronic diseases, behavioral disorders and mental illnesses, alcohol and substance addiction (4, 5) . Analyzing the data of patients who frequently visit ED of BKHB, we determine that the majority of these patients see ED as the first place to go for general healthcare problems.
Rate of 5 or more visits to ED in our hospitals were 19% in 2013 and 23% in 2014. We did not find any previous study on the frequent ED visits in Turkey. In international literature there are many studies on this subject and the frequent emergency visit numbers can be seen below. If we compare BKHB `s numbers with other countries, the frequent visit rate in our country is similar to the US and Canada, which have strong secondary and tertiary care system but weak in primary care unlike European counterparts.
• Figure 8 , patient who visit ED only once a year constitute 65.78% of the patients but 36.39% of total ED visits. This means 2/3 of patients make up for 1/3 of ED patient load. Patients who present to the ED 5-9 times in a year are a small group with 4.68% but make up 16.07% of the EDV (Table 28, 29) .
İstinye PH and Sarıyer İsmail Akgün PH has the highest rate of 5 or more visits with 30.88% and 29.36% respectively (Figure 9 ). In Şişli Hamidiye Etfal TH the frequent visits are the lowest with 15.36%. Similarly, Eyüp and Kağıthane PH frequent visit rates are between 15-16%. 5.7% of our patients who visit the ED (σ +-%2.10, min 3.49% and max 8.38%) belongs to the patient group who visit 5 or more times. This patient group makes up 22.9% of total emergency service load (σ +-7% min 15.36% and max 30.88%).
There is no significant difference of frequent visits of 5 or more times between TH and secondary care hospitals (Mann Whitney'u test p: 0.480 and p>0.05). 57.4% of patients who visit 20 or more times consist of male patients. Other than the patients who visit 20 or more times, gender distribution is slightly in favor of female patients (Table 30 ). In line with the general visit distribution the age group of 25-44 and under 15 years constitute most of the visits. Male patient rate that is 65 years or above is especially high in 20 or more visits subgroup. The same rate is limited to 14% for females.
The rate of patients who don`t get better or who get worse after their first visit and get readmitted in 72 hours with the same complaint is an important indicator of healthcare quality. Although not an internationally accepted rule, lower than 1% is considered as an acceptable figure (13) . Readmision within 24 hours is one of the standard quality indicators to be monitored in Turkey. Readmissions over a certain level should be considered as an indicator of the ED not functioning properly and the reasons should be investigated.
Rates of patients with readmissions in 24 and 72 hours are seen in Table 31 . In general 156 of each 10,000 patient make another EDV within 24 hours of their first appearance. For 72 hours the number is 362. İstinye PH has the lowest rate of readmission in 24 hours, although its readmission rate in 72 hours is the highest with 5.7%. This might be caused by the erroneous recording of patient who actually needs an injection or wound care with the SUT (Health Application Communiqué) submission code of "Emergency Examination". There isn`t any significant difference between TH and PH in terms of readmissions in 24 hours (Mann Whitney'u test: p: 0.297 and p>0.05).
DIAGNOSIS PATTERN OF EMERGENCY DEPARTMENT VISITS
As pointed out in the section where we assess the ED resources, all personnel working in ED, especially doctors and nurses have heavy workload. Doctors who have a hard time allocating enough time to patients unfortunately cannot always record patient medical information to HMIS properly. Medical information recording is usually done by data entry clerks and the end result is wrong diagnosis coding. Due to these reasons, incorrect or incomplete patient diagnoses and treatment data might be entered into the information systems.
Our survey consists of diagnosis data taken from HMIS and based on ICD 10 codes. No comparisons with patient paper files have been made. There is not 100% reliability on diagnosis data but because of the very high patient volumes we think we can ignore the loss of data caused by incomplete or incorrect data entries.
2,233,905 diagnoses were made for 2,226,780 visits including multiple diagnoses. When evaluated according to major disease categories, number one diagnosis group is "R00-R99 Symptoms, signs and abnormal clinical and laboratory findings, not elsewhere classified" (30,36%), and the number two is "J00-J99 Diseases of the respiratory system" (29,87%). However, if we make a distinction between
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TH and PH, "R00-R99 Symptoms, signs and abnormal clinical and laboratory findings, not elsewhere classified" constitutes 38,41% of all diagnosis in TH. Meanwhile, PH have 16.87% of the diagnoses for the same ICD 10 code range. In PH, the most diagnosed category is "J00-J99 Diseases of the respiratory system" with 36.09% (Table 32, 33, 34) .
81.63% of the diagnoses in diseases of the respiratory system are acute upper respiratory infections which have a code range between J00 and J11. This disease group with almost 25% of total visits can be accepted as the most common cause of EDV (Table 35) .
The most diagnosed disease is J03 acute tonsillitis with 5.95%. J03 rate is 8.4% in TH and 1.84% in PH. However, for the 0-12 month old group where acute tonsillitis is almost never observed the J03 diagnosis rate is 9.4%. This situation suggests that especially in TH J03 diagnosis code is used incorrectly (Table 36, 37, 38, 39) .
The whole list about major disease groups, the mostly diagnosed diseases, their distribution among hospital type, patient gender and ages and detailed diagnosis lists are presented in Tables 32, 33 , 34, 35, 36, 37, 38, 39.
"V01-Y98 External causes of morbidity and mortality" is the 3rd category with the most diagnosis. These codes starting with V, W, X, Y are used for injuries, poisoning and other external causes. These codes should accompany "S00-T98 -Injury, poisoning and certain other consequences of external causes" codes and not used alone or as the main diagnosis. But because of user errors and insufficient coding education, they are widely used as the main diagnosis in trauma cases.
In this category, 191,504 diagnoses were made for 190,306 visits. 67.19% of all ED visits and 80.6% of trauma patient visits were in the TH (Table 40) . Okmeydanı TH by itself has provided healthcare to approximately 41% of trauma patients. Almost half of the visits caused by trauma got diagnosed as "W01 -Fall on same level from slipping, tripping and stumbling and W19 -Unspecified fall" (Table 41) .
61.48% of trauma patients consist of males. The ages between 25 and 44 make up 33.2% the trauma visits (Table 42) . Males in 15-24 age group and females in 65+ age group come to attention with their higher visit rates in comparison to the other groups. Detailed information in this category can be seen in Tables 40, 41 , 42, 43.
If evaluated from a perspective of using the diagnosis codes correctly, nearly 44% of the 65+ age group is diagnosed with "W84 -Unspecified threat to breathing" (31,69%) and "W83 -Other specified threats to breathing" (12,24%). We know that this is not realistic. These diagnosis codes are used for situations where breathing is affected by e.g. accidentally swallowing objects. The fact that 44% of trauma related visits in patients with ages of 65 or above are recorded under these codes makes us think of incorrect coding. The situation can be explained by patients with breathing difficulties caused by chronic obstructive pulmonary disease or asthma who are recorded with the wrong diagnosis code. 
DIAGNOSTIC AND THERAPEUTIC PROCEDURES IN EMERGENCY DEPARTMENT VISITS
The procedures performed in ED are presented with their SUT submission names in our survey. The first thing that stands out regarding diagnostic procedures is the numbers of procedures done in TH are higher than the ones in PH (Table 44 , 45, 46). 32.81% of the patients admitted to our PH but only 8.09% of the test were ordered in PH. Also, there are some differences in the types of tests that were ordered. The most frequent test is "Complete Blood Count".
87.40% of the imaging procedures are carried out in TH. About 89% of the imaging carried out in PH is X-ray and it is seen that the other techniques are rarely used. The details regarding the imaging tests can be seen in Table 47 , 48, 49, 50. Table 51 , 52, 53 present both diagnostic and therapeutic procedures and are prepared based on SUT names. Intramuscular and intravenous injections make up 75% of the total. Intramuscular injection forms almost half of the procedures carried out and they reach 68% in PH. Intravenous treatments are mostly preferred in TH. The most frequently used diagnosis-oriented procedure is ECG.
When the number of EDV, and type and number of procedures are compared, we can easily see the rate of procedures that would be considered as real emergency treatments is insignificant. This is another indication that the degree of urgency is low and inappropriate visits are high.
The number of drugs used in ED shown in Table 54 is calculated using stock numbers and only includes Kâğıthane and Sarıyer PH data. Although numbers of drugs administered are approximate values, they reveal a realistic picture. Table 55 displays the list of most frequently prescribed drugs in ED based on electronic prescription. Because paper based prescriptions are widely used, our list of drugs is not all inclusive. Especially in TH, rate of electronic prescription is very low and makes up only 8.45% of the drugs in our list. However type of drugs that are prescribed most in ED is in line with the most diagnosed disease category which is the upper respiratory track infections.
97% of the patients are discharged home after being treated in ED. The mortality rate is only 0.02% (Table 56 ). There is no statistically significant difference between TH and PH in terms of mortality rate (Mann-Whitney'u test p: 0.15 and p>0.05)
The average of admission to inpatient clinics from ED is 3.43% for TH and 0.43% for PH. There is a statistically significant difference in the admitted patient rates between TH and PH (Mann-Whitney'u test p: 0.034 and p<0.05).
When compared with international statistics, it is seen that the admission rate is very low in our country. The admission rate of the patients visiting ED is 12% in the US (2), 21% in Britain (14) and 28% in Australia (3). This situation shows that the ED in our country aren't utilized for emergency treatment and supports the argument that our ED are used inappropriately by the patients who need to be cared by primary care physicians. 
